DEPARTMENT OF PUBLIC HEALTH AND WELFARE

STATE FILE NUMBE
Registration District No. _____________y ___Primary Regisiration District No. _[ e ° 7—_‘__|'legnurar s No. T T R

MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH . E 63=043792

DO NOT WRITE
ON THIS STUB AMENDED

1. PLACE OF DEATH i N ) 2. USUAL RESIDENCE {Where decesed lived. If institution: Residence before
a. COUNTY Jackson . a STATE JT{ g gourd ONY Faekson admission)

b. CITY (If outside corporate limits, give TOWN:‘.’;HIF only) Length of stay in b e. CITY tnside Limits

rowv Kansas City 9 hours own Lee's Summit Yo NoO

c. FULL NAME OF (If NOT in haspital, give location) Inside Limits d. STREET If cuhiide, give locati f?
HOSPITAL OR ADDRESS {If cuhide, give location) Raside on Farm

instiution’ St Lukes Hospltal Yool No D 501 Watson Rd, Yes O No I
. NAME OF DECEASED First Middle Last 4. DAJE Month Day Year
{Type or print) J ‘[‘Jill - OF
ames iam Brain oeA™H Nove 5, 1963
. SEX 6. COLOR OR RACE 7. Merried (L Never Marriad (] (8. DATE OF BIRTH | 7- AGE [last birthday) | IF UNDER | YEAR IF UNDER 24 HR

Male White Widowed 0 Ovoxd D mop 1 1915 48 ponthe | Bens | Hee | M

10a. USUAL CCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY( 11. BIRTHPLACE {City and state or country) | 12, CITIZEN OF WHAT COUNTRY

IConBUREY HE "R 63 Engineering Lone Jack, Missour{l USA

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSRAND OR WIFE

John W, Brain Ruby May Tucker Virginia Brain

15. WAS DECEASED EVER IN L.5. ARMED FORCES? 16. SOCIAL SECURITY NO. INFORMANT Addras

(Yap gggor vkl | M ves. gfppromgperes of seng Virginia Brain, Lee's Summit,

18. CAUSE OF DEATH (Enter only one cause per line — - INTERVAL BETWEEN

PART I. DEATH WAS CAUSED BY: . op?zuw
IMMEDIATE CAUSE (2} /74 ; ) .

Conditions, if lny,] DUE TO (b)

V5 300
Rev. 4/59

DATE AMENDED

DOCUMENT

whith gave rive ta
above touse (a),
stating the wnder-
lying cause last DUE TO (¢)

PART tI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART I, If deceasad was, fernale  was
diseass condition given_in P I {a) - thera a pregnancy in last 90 days.
T o ﬁj Yes O No O Unknawn

ART U1 of item 18.}

19. WAS AUTOP 70a. ACCIDENT _ SUICIDE  HOMICIDE Fb. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or P
PERF%‘EV m] O a

T0¢ TIME OF  FHoul  Month, Day, Tear |
JNJURY a.m.
p.m.

20d. INJURY OCCURRED 0e. PLACE OF INJURY (e.g., in or about home,
WHILE AT WORK [] farm, factory, street, office bldg., erc.)

NOT WHILE AT WORK []

2-| I"aftended the deceased fro ‘A——'é_r’ f 6 Lt ’l 4 5' and last saw i, 8live on Z o 1:/ /j Z 3.
Desth occurred at. ” AA m on the date uated sbove, and 1o the bext of my knowledge, from the causes siated.

22¢, DATE SIGNED |

P2 s Fg . NSt b iiis

3a. BURIAL, CREMATION, 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. I.OCA“ON (Clly, 1own, or county)
EEMOVAL 5 ify) '
Remova Nove741963 |lLeels Summit Cemeteary Lee's Surmit,Hféssourl

?24. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE
Langsford Funeral Home ) -7-& 3 ﬂb«a--i -~ Z'*Wm

-L'e e T S Su.mmit » MO 'y [Licensed Embalmer’s Statement on Reverse Side}

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

20f. CITY, TOWN, OR LOCATION COUNTY STATE

ell

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

il;\lﬂia.m F.

BY AFFIDAVIT OF

ITEM NO.




'\“‘3_,} --{‘1.:.~

LY

-STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by : . Student Embalmer No.

working under my personal supervision. ' 5)
Student Signm (4
Signature of Studant Embalmaer 7 ! f
Licensed alme

P. O. Addres:

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply
with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
. |f this body is not ,embalmed, fact should be so stated abo;re.




